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HENRY FORD HOSPITAL SPECIAL CARE UNIT;
A PROGRESS REPORT
RODMAN E . TABER,

M.D.*

A Special Care Unit was opened for clinical use at the Henry Ford Hospital on
September 17, 1962. The need for such a facility was prompted by two developments
in the field of patient care — a progressive and alarming shortage in Registered Nurse
personnel and the increasing complexity of patient management, particularly in postoperative patients and certain special medical problem cases.
DESCRIPTION OF U N I T

The Special Care Unit consists of a 14-bed area with an elevated, centrally located
nurses' station (Fig. 1). The Unit is self-contained inasmuch as it has its own storage,
administrative and housekeeping areas. Each patient area is supplied with wall-mounted
oxygen and suction. A 220 volt, centrally located outlet for portable X rays has
proved valuable.
Monitoring Equipment. At the outset, we field-tested several types of monitoring
equipment which were purported to turn each patient's bed area into an electronic
nurse with transducers and cables transmitting the pulse, respiratory rate, blood
pressure and electrocardiogram signals to oscilloscopes at a master console. After a
brief trial period, it was evident that although these devices functioned reasonably
well on cooperative test subjects, they required constant attention and adjustment
when used on sick, semiconscious patients — those who needed them most.
To utilize the considerable value of specific types of monitoring equipment, we
turned to the use of a mobile system of simple construction, which permitted monitoring one or two body functions. These instruments were placed on modified, stainless
steel dressing carts and brought to the bedside of those patients needing physiologic
monitoring (Fig. 2). This was in contrast to the concept of permanently mounting
a complete set of expensive electronic instruments at each bed with a central read-out
console.
It was soon evident that the quality of patient care in the Unit depended upon
adequate Nurse personnel rather than gadgetry. Nurses found themselves constantly
at the bedside of patients managing critical airway problems and regulating potent
'Division of Thoracic Surgery.
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Figure 1
Elevated, centrally located nurses' station of 14-bed Special Care Unit. Intravenous solutions are
hung from a ceiling-mounted, adjustable support. The chart and an electric thermometer are held
in a removable rack mounted on the foot of the bed.

intravenous medications. The concept of a nurse as a dial watcher seated at a central
console was consequently discarded. Our experience indicates that there should, however, be sufficient cardiac arrest monitoring equipment to supply three or four beds,
as a few patients will require this type of valuable observation with its audio and
visual warning systems. Equipment for cardiopulmonary resuscitation, including endotracheal tubes, laryngoscopes, appropriate drugs and defibrillation units, are readily
available in the area.
Personnel. Ideally, Registered Nurses are staffed on the basis of one for two
patients during each of the three eight-hour shifts. Experienced Licensed Practical
Nurses and Nurses Aide personnel are also used, and a male orderly, as well as one
ward clerk have been found essential to permit maximum professional utilization of
the nursing staff. Registered Nurses in the Unit must be capable of assuming initiative
and responsibilities which were previously in the physician's domain. Members of the
medical staff who frequent the unit have been gratified to see nurses initiating lifesaving acts, such as cardiopulmonary resuscitation and adjustment of mechanical
respirators. A considerable amount of bedside nursing is taught to student nurses in
the Unit by instructors other than the busy Special Care Unit nursing staff.
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Figure 2
Portable body function monitoring equipment mounted on a modified surgical dressing cart. An
electrocardiographic monitoring apparatus with an audible pulse rate warning system is pictured
beside a cardiac defibrillator.
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We have debated the advisabihty of assigning Resident personnel for 24-hour
coverage of the area but have not felt it was indicated. As a substitute which has
thus far proved satisfactory, we depend upon a Senior Resident sleeping in the doctor's
area attached to the Unit and upon nearby Anesthesia Department personnel. Residents
with critical responsibilities on several of the clinical services use a pocket radio
call system which greatly assists physician coverage of the Unit. A simplified polarographic apparatus for blood gas and pH determinations is nearby, and key Residents
learn to operate it during the absence of daytime technicians. These determinations
are valuable in the management of ventilatory problems which affect 20 to 30% of
the patient population in the Special Care Unit. An airway management program
developed in this Unit has been previously described.'^
ANALYSIS OF SPECIAL CARE U N I T PATIENT LOAD

During the past year, occupancy of the Unit has approached 100%. The progressive increase to full utilization of the bed space is reflected in the following figures:
Patient Admissions
846
962
1031

1963
1964
1965

As might be anticipated in an acute care area such as the Special Care Unit,
patient stay is usually brief as improved patients are rapidly transferred to other
hospital areas (Fig. 3). Nearly 70% of the patients remained in the Unit three days
or less. Since the condition of the patients in the Special Care Unit is serious at
best and precarious in many cases, a significant mortality can be expected. It should be
understandable that there were 173 deaths in 1031 admissions for the year 1965, a
mortality rate of 16.7%.
An analysis by diagnosis of the 1031 admissions during 1965 is presented in
Table I . Sixty-six per cent of the admissions during that year were accounted for by
cardiovascular and thoracic surgical patients. Other surgical specialties including
multiple trauma cases comprised 23%, and medical problem patients — largely those
with complicated myocardial infarctions, hypertensive crises and drug intoxication —
made up the remaining 1 1 % .
SUMMARY

1. The first progress report on the Henry Ford Hospital Special Care Unit is
presented with a description of the facilities, personnel and patient load.
2. The Special Care Unit, a new concept in specialized care systems, is one
answer to the progressive increase in complexity and the time-demanding nature of
present-day medical care.
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Patient stay in Special Care Unit.

Table I
DISTRIBUTION

OF SPECIAL CARE UNIT CASES
1965 — 1031 Patients

Abdominal aortic and peripheral arterial surgery
Open-heart surgery*
Noncardiac thoracic surgery
General surgery including G I bleeders under observation
Closed heart surgery
Myocardial infarctions and hypertensive crises
Tracheotomy with or without other neck surgery
Severe trauma
Neurosurgery
Drug intoxication
Acute stroke
Urology and hemodialysis
Gynecology
Pulmonary insufficiency

Cases

Per Cent

239
188
160
110
92
S8
42
39
?^1
L>
12
9
1
1

23.1
18.3
15.6
10.7
8.9
8.5
4,1
3.8
3.6
1.2
1.2
D.K
0.1
0.1

*not including Pediatric Unit cases
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